questions which is most prominent at the present time, for the all-sufficient reason that upon it turns in many cases the life or death of the patient.
If any one should ask why such cases come now so frequently into question, I have no doubt as to the answer-it is simply this, that in former days they were overlooked. In such cases a name was given as the diagnosis, either a general term, or the case was labelled on account of some symptom to which attention was chiefly drawn. It was sought to relieve the patient's symptoms, and the disease was left to chance. If indeed such a case were submitted to a post-mortem examination, the record did not distinguish cause from effect, so that no emphasis was laid upon what might have been done at an early stage of the affection. Of this explanation, that the cases to be referred to were formerly overlooked, one might occupy the rest of the paper in recounting instances. I recall an excursus in Dr. Matthews Duncan's lectures on midwifery when he came to tell us that the fetal heart was first heard about 1820. He put his finger on the tip of his nose, and with more Scots brogue than usual declared to the theatre full of students that there were things in front of our noses which we could not -then see.
A preliminary point which I propose to consider in a brief manner is the adaptability of modern surgery, as applied to abdominal cases, for practice in private houses and small hospitals.
The most advanced type of modern surgery is carried on in magnificently equipped institutions at a lavish expenditure both as regards foundation and maintenance. So marked is this the case that the London hospitals can no longer claim to represent the most advanced ideals. In former days they depended largely upon endowments, property held as capital after the death of donors, and only the interest expended. Of late years property received from the same class of donors has been treated as income. But the State has come to demand more and more from the same sources as have hitherto maintained the hospitals. And the London hospitals are apparently approaching a change when they must come under the State and the municipality; then the proverb will apply that he who pays the piper may claim to call the tune.
But if the larger ideals as to surgical installations come to be deemed essential, a serious bar to the proposition that abdominal surgery can be well carried out in private houses and hospitals with limited supplies will be formed. Of course there is ample reason for a large expenditnre on modern requirements in a great hospital crowded with all sorts of cases. The most costly suggestions of modern bacteriology can be justified when one case follows close upon another into the operating theatre day after day.
But when one sets out to examine narrowly all details so as to pick out the essentials of modern surgery, we ought to read over again Lord Lister's instructions, for it will then be found that the methods of Listerian surgery adapt themselves to the exigencies of private and small hospital practice. The first sign of the disease, acute pain with vomiting, does not mark the commencement of appendicitis, but its result-peritonitis. This pain may be referred elsewhere than to the appendix region, when we must diagnose the case as one of acute infective peritonitis, for which an exploratory operation is desirable. That it is the appendix which is involved is for the moment only a presumption. This we shall the more readily make in the region of the appendix, if by percussion we can note an impaired resonan:ce, either over the ileo caecal region or towards the ascending colon. This impairment of resonance indicates septic oedema, which spreads out in the subperitoneal tissues from the appendix, along with effusion into the peritoneal cavity. If the appendix is hanging over into the pelvis, then the impaired resonance is lower down, or one can only reach and feel the oedema and peritoneal effusion per rectum. In such an acute case the diagnosis of appendicitis is presumptive-the pain is too acute and general for us to feel the actual appendix. We must be keenly alive to the first signs of infective peritonitis. If we inspect the abdomen, anc there is no sign of peristalsis when the abdomen is exposed, we may conclude that we have not to deal with colic. If we observe peristalsis, we have not to do with peritonitis, but with colic or some form of intestinal obstruction.
We should in abdominal cases pay no primary attention to the patient's temperature. The pulse will certainly be affected, but we must not wait if other signs are present. The pulse will slowly rise to a rate above 100, and have the peritoneal characteristics. But it does not make this rise in some-cases until late. Even in an acute attack the pulse may be slower than 80 for a time, probably owing to primary shock.
Where the pain is not very acute and general, we can usually get localizing signs; sometimes it is the patient himself who refers it to McBurney's spot, or the neighbourhood. More surely the surgeon learns to feel the inflamed appendix through the abdominal wall, and the patient confirms the surgeon's sense of touch by complaining of a particular tenderness.
Although I have followed consistently the plan of operating at once, I cannot recall that I have made an error by operating in acute cases. If I have not found appendicitis, I have exposed some other condition, of which I could mention a long list, all in some way amenable to surgical treatment.
-Really the operations on the appendix which may perhaps be exposed to criticism are those done when the patient has had recurring attacks of some sort, but without a -thickened or painful appendix being distinguishable. Then one may find the appendix kinked, and perhaps an infection of the wall of the appendix can only be demon. strated on microscopical examination. But there remain a few cases in'which the operation has been done on account of obscure symptoms, in which the appendix neither appeared kinked, nor could any marked change be found on microscopical examination. I suppose such exceptions may have been instances of appendicular colic in the true sense of the term, not appendicitis, but a form of enterospasm.
Returning to acute cases, I would especially emphasize the necessity of being beforehand in the case of boys and girls, or the most heart-breaking calamity may occur. ealy rupture into the layers of the broad ligament, and be operated upon in the interval, before there is danger of further rupture. When rupture into the peritoneal cavity -does occur, the signs which have been described by Lawson Tait and Cullingworth appear-acute abdominal tender--ess and rigidity, increasing anaemia, and the collection of free fluid in the peritoneal cavity. If the surgeon operates early in the case of a primary rupture into the peritoneum, he quickly clamps the bleeding point and goes on to infuse saline fluid, and the case may be expected to recover rapidly. When there is a late rupture into 'the peritoneal cavity, the surgeon is in terrible difficulties. I had to operate a while ago on such a -case; she had come a good distance to the hospital; 'the history was clear enough, also the signs, and she was acutely anaemic. I found blood-clot widespread, and mixed up with intestines, to which the placenta adhered. I could only clear out the fetus, and part of the clot ,nd membranes, then plug the sac with gauze. She sooñ died.
I may mention two rarer sorts of cases which I have had to operate upon, because in neither, for more than one reason, may any history be forthcoming.
The first group are due to streptococcal infection, in connexion, one has to presume, with attempts at artificial abortion. There is, of course, a history in cases of regular labour and miscarriage. What is evident is an acute infective pelvic peritonitis, great pain and tender--ness, with impaired resonance over the hypogastrium. By the vagina and rectum one can make out some uterine -enlargement; the incision through the lower part of the linea semilunaris on either side will open up a parametric zbsoess, if there is one, without entering the peritoneal scavity. This I have had to do several times; or the peritoneum is opened up, and there is exposed a collection of turbid fluid around the enlarged suppurating or semigangrenous uterus. In one case I passed a tube from the hypogastrium through the rotten uterus out by the 'vagina. I think the patient might have lived, so far as the local condition was concerned, but she developed periarditis and died. The case was in a private house, and the practitioner only knew part of the history. In a similar case, which died in hospital, the marks of infected punctures were found on the cervix uteri. In a third case, which lived, gauze was packed round the infected uterus.
The other set of cases in which one may get no history is that of acute gonorrhoeal pelvic peritonitis in girls ani married women. I have operated on the supposition that the cases were appendicular, and have found the tubes inflamed and pus escaping, the appendix being free, or, it may be, also involved. One seeks to confirm the diagnosis by examining for gonococci. Beforehand, by rectal -examination one finds evidences of pelvic peritonitis, but there is no circumscribed swelling as in the cases of 'tubal and ovarian suppuration. The cases above referred to all have this in common, that 'the sign for immediate operation is marked by the onset of acute infective peritonitis at some one point in the ,peritoneal cavity.
Intestinal 0Ostruction. The other great group of cases have as the common sign intestinal obstruction.
The most difficult of all the abdominal cases with which the surgeon has to deal are those in which the symptoms of intestinal obstruction are followed by the signs of -general infective peritonitis. But such a case need not be aiscussed with regard to the question of immediate operation. That goes without saying; it. is the prognosis which is so bad. Is the case then hopeles, and operation contra- Ewald found that catgut has the power of exciting suppuration, even when it is perfectly sterile; this property he attributed to an unknown toxic substance. The experiments of Klemm led him to believe that though catgut may be sterile, it affords a suitable soil for the cultivatioz of micro-organisms. Apart, however, from infection, as; I have pointed out, "it appears that catgut sometimes possesses chemotactic properties which lead to the formation in the tissues of sterile pus,"8 or, at least, a fluid which differs only from true pus in the absence of pyogenic micro-organisms.
Daring the past few years several cases of post--operative tetanus have been reported, and in some at least of the cases catgut has been held responsible, and, I It must be strongly antiseptic, preferably germicidal, so that it not only protects the gut from infection but also sterilizes its track; it must be able to penetrate the gat throughout, without injuring its physical properties; be non-toxic and non-irritant; not interfere with timely absorption and must make the catgut antiseptic throughout its entire active life. So far, the substance which has given for this purpose most general satisfaction is iodine, which, though powerfully germicidal as well as antiseptic, does not, when brought into contact with the deeper tissues in solutions of moderate strength, seem to exert any injarious iniluencet Nor bave I ever seen or heard of a case of iodism from the free use of catgut impregnated with it, which shows that it is not rapidly absorbed.
Irodized Catgut.
The method of preparing iodized catgut which first gained it popularity was that of Claudius, which consisted in immersing the gut in a 1 per cent. watery solution of iodine and potassium iodide for at least eight days. It was said that the catgut might be kept in this solution for a considerable time without deteriorating in quality. This I soon found to be a fallaey, and at the same time satisfied myself that loss of tensile strength was not due to the evaporation of the iodine, as suggested by Mr. A. S. Barling,4 but to the chemical action of the water on the fibrous tissue. This softening by simple maceration will be found to take place in fibrous tissue when it is immersed for any considerable time in distilled water, in the absence of all putrefactive changes and-even in the presence of some antiseptics, but will not occur in the ptesence of various hardening agents-and more especially alcohol, which has the further advantage that it does not produce brittleness.
It was owing to the recognition of this action of watery solutions of iodine on catgat that I was led to use different methods for its preservation, three of which are described in my work on Modern Surgical Techniique as being satisfactory-namely:
(1) The addition to the aqueous iodine solution of an equal quantity of alcohol; (2) the addition to it of an equal quantity of 5 per cent. phenol solution, which, by combining with the iodine, removes most of the colour, -but gives an antiseptic catgut that will keep admirably; (3) transferring the catgut to a spirituous preserving solution of mercuric biniodide, having previously washed it with phenol solution to remove excess of iodine from its surface.
